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INSTRUCTIONS FOR COMPLETION OF THE STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION (CMS-2567)
 

I.	  PURPOSE 
This document contains a listing of deficiencies cited by the surveying 
State Agency (SA) or Regional Office (RO) as requiring correction. The 
Summary Statement of Deficiencies is based on the surveyors’ professional 
knowledge and interpretation of Medicare and/or Medicaid or Clinical 
Laboratory Improvement Amendments requirements. 

II.	  FORM COMPLETION 
Name and Address of Facility – Indicate the name and address of the 
facility identified on the official certification record. When surveying 
multiple sites under one identification number, identify the site where 
a deficiency exists in the text of the deficiency under the Summary 
Statement of Deficiencies column. 

Prefix Identification Tag – Each cited deficiency and corrective action 
should be preceded by the prefix identification tag (as shown to the left 
of the regulation in the State Operations Manual or survey report form). 
For example, a deficiency in Patient Test Management (493.1107) would 
be preceded by the appropriate D-Tag in the 3000 series. A deficiency 
cited in the Life Safety Code provision 2-1 (construction) would be 
preceded by K8. Place this appropriate identification tag in the column 
labeled ID Prefix Tag. 

III.	  Summary Statement of Deficiencies – Each cited deficiency should be 
followed by full identifying information, e.g., 493.1107(a). Each Life  
Safety Code deficiency should be followed by the referenced citation 
from the Life Safety Code and the provision number shown on the survey 
report form. 

IV.	  Plan of Correction – In the column Plan of Correction, the statements 
should reflect the facility’s plan for corrective action and the anticipated 
time of correction (an explicit date must be shown). If the action has been 
completed when the form is returned, the plan should indicate the date 
completed. The date indicated for completion of the corrective action 
must be appropriate to the level of the deficiency(ies). 

V.	 Waivers – Waivers of other than Life Safety Code deficiencies in hospitals 
are by regulations specifically restricted to the RN waiver as provided 
in section 1861(e)(5) of the Social Security Act. The long term care 
regulations provide for waiver of the regulations for nursing, patient 
room size and number of beds per room. The regulations provide for 
variance of the number of beds per room for intermediate care facilities 
for the mentally retarded. Any other deficiency must be covered by an 
acceptable plan of correction. The waiver principle cannot be invoked in 
any other area than specified by regulation. 

VI.	 Waiver Asterisk(*) – The footnote pertaining to the marking by asterisk 
of recommended waivers presumes an understanding that the use of 
waivers is specifically restricted to the regulatory items. In any event, 
when the asterisk is used after a deficiency statement, the CMS Regional 
Office should indicate in the right hand column opposite the deficiency 
whether or not the recommended waiver has been accepted. 

VII.	 Signature – This form should be signed and dated by the provider or 
supplier representative or the laboratory director. The original, with the 
facility’s proposed corrective action, must be returned to the appropriate 
surveying agency (SA or RO) within 10 days of receipt. Please maintain a 
copy for your records. 

According to the Paperwork Reduction Act of 1995, no persons are required to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this 
information is 0938-0391. The time required to complete this information collection is estimated to average 2 hours per response, including the time to review instructions, search existing data 
resources, gather the data needed, and complete and review the information collection. If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this 
form, please write to: CMS, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850. 
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	Summary Statement of Deficiencies Page 1: INITIAL COMMENTS
A complaint (No. 0003333) was received alleging poor care of a patient who was in XYZ Rehabilitation Hospital from 05/16/2009 to 6/07/2009. An on-site investigation was performed on 11/08/2009 and 11/09/2009 to determine compliance with the Nursing Services, Dietary, and Medical Records Conditions of Participation. The patient's medical records, policies, and other documentation were reviewed. The following deficiencies relate to the findings of that investigation.

482.13 PATIENT'S RIGHTS

A hospital must protect and promote each patient's rights.

This CONDITION is NOT MET as evidenced by:

Based on a review of policies, medical records, and other documentation, it was determined that the facility failed to meet the requirements of the Condition of Patient Rights by failing to provide safe patient care for patient #1. Specifically, patient #1 was at a severe and unrelenting risk of starvation and the facility failed to sufficiently monitor his intake, failed to weigh him, failed to do needed laboratory studies, and failed to act on dire signs until it was too late. All disciplines that interacted with patient #1 failed to appreciate the nature of his illness and the seriousness of his symptoms. 




	Provider/Supplier/CLIA IDENTIFICATION NUMBER 1: 000000
	Provider/Supplier/CLIA IDENTIFICATION NUMBER 2: 
	A  BUILDING: 
	B  WING: 
	X3 DATE SURVEY COMPLETED: 11/09/2009
	NAME OF FACILITY: XYZ Rehabilitation Hospital
	STREET ADDRESS, CITY, STATE, ZIP CODE: 4000 Hospital Drive  Somewhere, XX 33300
	X4 ID PREFIX TAG, Row 1#1 page 2: 
A 0144

	Summary Statement of Deficiencies#1 page 2: 482.13(c)(2) RECIEVE CARE IN A SAFE SETTING
                                                                                                              
The patient has the right to receive care in a safe setting.

This STANDARD is NOT MET as evidenced by:

Patient #1 was a 29 year old male who was admitted to the XYZ Hospital from a local acute care hospital on 5/16/2009. He had been diagnosed with severe pancreatitis in 10/2008 and had spent much of the eight months prior to admission in various hospitals. He was debilitated, malnourished, and had chronic abdominal pain and nausea with frequent vomiting and diarrhea.  He also had been diagnosed with bipolar disorder, alcoholism, and depression. Patient #1 was admitted to XYZ hospital for rehabilitation and reconditioning. 

Patient #1 was six feet tall and weighed 146 pounds on admission to the acute hospital on 5/08/2009. He had severe pancreatitis with nausea and vomiting and frequent diarrhea throughout his hospitalization. He had been evaluated by a gastroenterologist at the acute hospital who felt that the patient may need parenteral nutrition (via a vein) or referral to a regional teaching hospital if his intake and nutritional status did not improve. With treatment, patient #1 was noted to be eating sufficiently while inpatient. His laboratory results from the acute hospital (last done on 5/12/2009) show an albumin of 1.0 g/dl (nml 3.4-5.0 g/dl), calcium of 7.5 g/dl (nml 8.4-10.6 g/dl), and total protein of 3.3 g/dl (nml 6.4-8.2 g/dl). Albumin is a protein in the plasma. These test results correlate with protein in the plasma. These test results correlate with protein calorie malnutrition. 
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	X4 ID PREFIX TAG, Row 1#1 page 3: 
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	Summary Statement of Deficiencies#1 page 3: Continued from page 2.

Patient #1 had other metabolic derangements, like low potassium and low magnesium levels, which were repleted as needed. The plan was to let him eat as much as possible with the understanding that interventions may be needed if he could not meet his needs himself. He was transferred to XYZ Hospital on 5/16/2009.  

Per the patient's medical records, patient #1 had a nutritional assessment by the dietician at XYZ Hospital on 5/18/2009. The dietician notes indicate his weight to be 146 lbs. The documentation does not indicate if this is an actual weight or a patient-stated weight. The dietician noted that this weight was 80% of his ideal body weight. The dietician's notes quote the patient as saying "I've lost 75 lbs. over the last year." According to the nurse's notes, he was eating "fair" to "good" during the first 48 hours at XYZ Hospital.

After the first two days of his hospitalization at XYZ Hospital, his appetite is noted to be "poor to fair (less than 50% consumed)" according to his records. Documentation in the medical records consistently indicates that patient #1 was having nausea, vomiting, and diarrhea. While he was being treated for the nausea, vomiting, and diarrhea with medications, there is no indication in the medical record that his nutritional status was seen as a problem until two days before he was transferred back to the acute hospital. He had been taking oral pancreatic enzymes to replace the enzymes his diseased pancreas was no longer secreting. Another enzyme was added to his drug regimen two days before his transfer, as was an appetite stimulant. Pancreatic enzymes are necessary for digestion.

	X4 ID PREFIX TAG, Row 1#1 page 4: 

A 0144

	Summary Statement of Deficiencies#1 page 4: Continued from page 3.

Patient #1 was placed on oral supplements early in his hospitalization, but according to the medication administration records, he refused them most of the time.  He was not on a multivitamin.

The dietician did not see the patient again until 6/2/2009, and noted that he had a significant weight loss and was at high risk.  The dietician recommended that a pre-albumin test be done to more accurately judge the deficiency. The dietician also stated that if the patient's oral intake did not improve, alternative nutrition should be considered (i.e., tube feedings). The patient was started on an oral appetite stimulant on 6/4/2009, two days prior to his transfer back to the acute hospital.

The interdisciplinary team conference meetings, held on 5/21/2009 and 5/30/2009, do not mention patient #1's nutritional status. The patient had physician orders given on 5/19/2009 for a weekly weight and to push fluids. No weights were documented, nor were there intake and output (I&O) sheets, or calorie counts.  There was no record of the pre-albumin test ordered by the dietician on 6/2/2009. In addition, there was no physical description of the patient in the medical records. For example, there is no record of whether or not he was very thin, had muscle wasting, a protuberant abdomen, dry skin, poor skin turgor or any other indications of the effects of his nutritional state. 
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A 0144

	Summary Statement of Deficiencies#1 page 5: Continued from page 4.

A review of notes from Physical, Occupational, and Recreational Therapy reveal that the therapists consistently noted that patient #1 was weak, had poor endurance, and often refused to participate in therapies due to nausea or "not feeling well."  Therapy sessions were cancelled several times due to "low blood pressure and weakness." No mention of malnutrition is made in the notes, nor is patient #1's nutritional status identified as a possible barrier to achieving his therapy goals, or as the possible cause of his weakness.

In additional to his nutritional issues, according to the patient's medical records, patient #1 was complaining of chronic abdominal pain. He was on three different narcotics: Ultram, Dilaudid, and OxyContin. While his pain needed to be treated, this combination of narcotics may have put him at excessive risk by dropping his already low blood pressure and by exacerbating his nausea and anorexia. Over the 23 days patient #1 spent in XYZ Hospital, his B/P (blood pressure) averaged 86/53. Normal B/P is 90/60 to 120/80. On several days, his systolic B/P did not get above 80. The hypotension may have been normal for this patient, or it may have been a symptom of a number of conditions, including low protein malnutrition, muscle weakness, or low fluid volume. The physician notes the low B/P in the patient's records, but states that the "patient is asymptomatic." The records do not indicate that a work-up was ordered to determine the reason for the hypotension, nor was there documentation indicating that rudimentary interventions were taken, like increasing his fluids. 
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The records do not indicate that any non-invasive testing was performed, like orthostatics, which test a patient's blood pressure lying, sitting, and standing to ensure it is safe for the patient to stand. 

Patient #1's records indicate that he was not seen by a gastroenterologist again until 6/5/2009. At that point, the gastroenterologist found that the patient was profoundly malnourished as evidenced by his low albumin, anasarca (severe swelling), and hypoalbuminemic ascites (fluid build-up in the abdomen). Albumin in the blood plasma prevents fluid leaking out of the blood vessels.  A lack of albumin, as this patient had, leads to massive, generalized fluid build up in the tissues and abdomen and can lead to profound hypotension, difficulty breathing, and cardiac problems. 

The gastroenterologist ordered more diagnostic tests and recommended that if the patient's albumin did not improve, he be transferred to a regional referral center for a second opinion and to plan for his long-term gastrointestinal needs. In the attending physician notes on 6/6/2009, he concurs that patient #1 may need to be transferred to a tertiary center "in the future" because of poor nutrition. The physician also notes that the patient is "seeing spots and has blurred vision."

According the patient's records on 6/7/2009, the patient started having visual disturbances with weakness and very low B/P. He was transferred to the emergency department at the acute  hospital at 2:30 AM on 6/7/2009. 
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Patient #1 arrived at the emergency department with a B/P of 48/27. He was placed on vasoactive drugs to raise his B/P and was diagnosed with sepsis and pneumonia. At approximately 6:00 AM, he developed respiratory distress, suffered a cardiac arrest, could not be resuscitated, and died at 6:20 AM. 

Labs from the emergency department show patient #1's albumin level was 0.5 g/dl and his total protein was 2.8 g/dl.  These are dire results. The lack of protein in a patient's blood can contribute to the fluid in the lung on x-ray. 

Because this patient was known to be in a precarious nutritional condition, meticulous attention should have been paid to the quantity and quality of intake, his weights, labs, and other indications of nutritional status. Intervention should have occurred when the patient became consistently nauseated with frequent vomiting. This was not done. The failure of the staff to appreciate the severity of the patient's disease process led to a failure to adequately assess, monitor, and intervene. Patient #1 experienced a gradual deterioration of this physical condition without timely and effective interventions.

482.23(b)(4) NURSING CARE PLAN

The hospital must ensure that the nursing staff develops, and keeps current, a nursing care plan for each patient. 

This STANDARD is NOT MET as evidenced by:
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482.23(b)(4) NURSING CARE PLAN

The hospital must ensure that the nursing staff develops, and keeps current, a nursing care plan for each patient. 

This STANDARD is NOT MET as evidenced by:

Based on a review of medical records, policies, and other documentation, it was determined that the facility failed to formulate a plan of care for patient #1 that addressed all of his needs. The existing plan of care was not revised based on re-assessments, changing needs, or the patient's response to interventions.

Patient #1's nursing care plan, initiated on 5/20/2009, does not mention his nutritional issues until 6/4/2009, and even then, no interventions are noted. He was placed on oral supplements early in his hospitalization, but according to the medication administration records, he refused them most of the time. The dietician saw the patient again on 6/2/2009 and noted that he had significant weight loss and was a high risk. The dietician recommended that a pre-albumin test be done to more accurately judge the degree of malnutrition. There is no indication that the test was performed. The dietician also stated that if the patient's oral intake did not improve, alternative nutrition should be considered (i.e., tube feedings). The patient was started on an oral appetite stimulant on 6/4/2009, two days prior to his transfer back to the acute hospital.
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The interdisciplinary team conference meetings, held on 5/21/2009 and 5/30/2009, also do not mention his nutritional status. The patient had orders for a weekly weight, and to push fluids. No weights are documented, nor are there intake and output (I&O) sheets, or calorie counts.  Since the pre-albumin and total protein tests were not repeated during patient #1's hospitalization, and there were no weights or I&Os, there is no objective measure of his nutritional state.

A review of notes form Physical, Occupational, and Recreational Therapy revealed that the therapists consistently noted that patient #1 was weak, had poor endurance, and often refused to participate in therapies due to nausea or "not feeling well." No mention of malnutrition is made in the notes, nor is patient #1's nutritional status identified as a possible barrier to achieving his therapy goals or as a possible cause of his weakness. 

On 6/2/2009, the patient started having visual disturbances with weakness and a very low B/P. He was transferred to the emergency department at the acute hospital at 2:30 AM on 6/7/2009.  He arrived with a B/P of 48/27.  He was placed on vasoactive drugs to raise his B/P and diagnosed with sepsis and pneumonia. At approximately 6:00 AM, he developed respiratory distress, suffered a cardiac arrest, could not be resuscitated, and died at 6:20 AM.
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The facility failed to coordinate pertinent information from a variety of sources, failed to collect objective data on the patient's condition, and failed to adequately assess this patient's nutritional state and other health issues. The lack of a coordinated, interdisciplinary plan of care meant that many people had a piece of patient #1's care, but there is little documentation confirming that anyone was actually coordinating care and was in charge of updating the plan and deriving effective interventions.  This patient had a very complex disease process complicated with mental health and addiction issues. He experienced a gradual deterioration of his physical condition without timely and effective interventions.

482.28(b)(2) DIETS

Nutritional needs must be met in accordance with recognized dietary practices and in accordance with orders of the practitioner or practitioners responsible for the care of the patients. 

This STANDARD is NOT MET as evidenced by: 

Based on a review of patient #1's medical record, it was determined that the facility failed to ensure that his nutritional needs were met. In addition, the dietician failed to reassess the patient as often as hospital policies specified. 
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Patient #1 had an initial dietary assessment on 5/18/2009 and was assessed as being at high nutritional risk. According to the dietician's plan and the facility policy manual, this patient required a follow-up with a dietician every seven days. The medical record indicates that the dietician saw the patient on 5/18/2009 and 6/2/2009. This exceeds the seven day interval. The lack of frequent reassessment and aggressive nutritional intervention, especially in face of continued nausea with frequent vomiting and diarrhea, contributed to this patient's deteriorating physical condition, and ultimately to his death.

Also see other details under Tags A 0114 and A 0396.




